Physician follow-up and observation of guidelines in the post treatment surveillance of colorectal cancer Vargas Gm, sheffield Km, Parmar aD, han Y, Brown Km, Riall ts. Surgery. 2013;154:244-255. PURPOSE: this study evaluated patient compliance with recommendations for surveillance following resection of colorectal carcinoma (CRC) using a regional cancer registry and medicare data.
CONCLUSION:
Compliance with current recommendations for surveillance following resection of CRC was low at 25.1%. it was worse for Cea guidelines and better for office visits and colonoscopy. a factor predicting compliance was patients who were regularly seen by an oncologist, however, there did seem to be more use of Pet and/ or Pet-Ct in these patients (one of the tests not recommended). standardization of recommendations and subsequent education of PCPs in the surveillance of patients following resection of CRC may improve compliance with current recommendations.
Abstractor's Comments: Rectosigmoid CRC was included with rectum if a patient received RT (before or after resection) and colon if they did not. A recurrence was defined as treatment with nonadjuvant chemotherapy and/or RT > 6 months after resection or after adjuvant therapy was already completed (also, if a 2nd resection was performed or there was an admission to hospice care).-John A. Griffin, M.D.
little is known about surveillance patterns after the treatment of CRlm. this is an attempt to define the patterns of utilization as well as intensity of postoperative abdominal cross-section imaging after CRlm operations using a national database.
METHODS: a retrospective review of the seeR-linked medicare database identified patients with primary CRC with liver metastasis and at least 1 year of follow-up. in addition to demographic data, data on abdominal Ct, mRi, and Pet were extracted for at least 5 years after operation (those within 3 months were excluded to eliminate imaging done for staging purposes). to assess the impact of imaging on long-term survival, a more restricted analysis was performed for patients who had survived > 2 years after operation.
RESULTS: a total of 1,739 patients (76% colon carcinoma, 24% rectal carcinoma) met criteria for the study with a median age of 73 years: 43% had lymph node (ln) involvement, 53% were men and 44% had no comorbidities, 36% had 1-2 comorbidities and 19% had > 3 comorbidities. CRlm was synchronous in 55% and metachronous in 45% (median 18.6 month disease-free interval) and 61% of patients underwent a resection (hepatectomy), 32% underwent an ablation, and 6% underwent both. a repeat operation was necessary in only 4% with 5,707 imaging procedures performed meeting criteria for the study. utilization in 66% of patients increased with time and an annual median number between 1991-99 of 1 vs 3 between 2000-05. there was no utilization of imaging in 34% of patients. Ct was used 97% of the time (representing the greatest increase in use over the time periods), Pet 18%, and mRi 7% with 61% of patients having 1 or more imaging procedures in the1st year after operation and then imaging procedures proportionally decreased over time (year 2-44 (2.4 scans), year 3-30 (1.5 scans), year 4-25 (1.0 scans), and year 5-16 (0.8 scans)) and 66% of patients alive after 5 years did not receive further imaging. imaging procedures were statistically more likely to be obtained for younger patients from the midwest or south with synchronous CRlm and after a resection with ln involvement after 2000. the mean number of imaging procedures was greatest in those who underwent both resection and ablation (6.5) compared to resection (5.0) and ablation (4.6), alone (p = 0.01). for patients who had survived > 2 years after operation, imaging procedures were statistically more likely to be in younger patients (age 66-69) from the south after 2000, 3-and 5-year survival rates were 61.4% and 42.0%, respectively. the overall median survival was 47.0 months. Paradoxically, the 34% of patients with no utilization of imaging after operation had a median survival of 71.4 months vs 39.3 months (p < 0.05) for the remaining 66% of patients. the overall median survival was not associated with the frequency of imaging procedures after operation (p = 0.08).
CONCLUSION: the utilization of cross-sectional abdominal imaging after operations for CRlm has increased, especially in younger patients from the south after 2000. Despite this increase, 34% of patients did not undergo any imaging after operation and the imaging done in the other 66% of patients was not shown to improve overall long-term survival. PURPOSE: many states have implemented legislation requiring private insurance plans to cover screening for colorectal carcinoma (CRC) in an attempt to increase patient provider awareness of established guidelines and to mitigate the influence of cost on the decision to provide screening. this is an investigation of the association between state implemented coverage of CRC screening, access to care, and short-term operative outcomes.
Abstractor
METHODS: a review of data from the healthcare Cost and utilization Project nationwide inpatient sample (nis) on privately insured patients (ages 50-64 years) to compare the rates of CRC operations before and after state implemented coverage of screening for CRC, between 2000 and 2009. Patients were classified as "mandate" (states have implemented legislation requiring private insurance to provide coverage) or "no mandate" (states have not implemented such legislation). states that have partially implemented legislation were excluded. a 2-year lag period was allowed to permit implementation of the legislation in "mandate" states. there were 3 primary outcome variables: point of access to operations (emergent vs elective), complications and mortality.
RESULTS: a total of 99,405 patients were identified, 38.7% lived in states with a "mandate," 30.2% had a diagnosis of CRC. there were disproportionately more high-income and white patients in the study. in a univariate analysis, a greater proportion of patients underwent operations for CRC in states with a "mandate" than in states with "no mandate" (p > 0.05). Patients with no comorbidities, blacks and low-or high-income patients were more likely to get operations in a state with a "mandate" than in a state with "no mandate" (p < 0.05). Patients were less likely to have operations in a large hospital, in a teaching hospital and also in an urban hospital (p < 0.05). analysis of the total study population showed that elective operations were associated with age, sex, race, and comorbidities (p < 0.05). Complications were associated with age, sex, comorbidities, location of hospital, and surgeon volume (p < 0.05). mortality was associated with age, sex, comorbidities, and surgeon volume (p < 0.05). subset analysis on the population with a diagnosis of CRC showed that elective operations were associated with race and comorbidities (p < 0.05). Complications were associated with age, sex, comorbidities and surgeon volume (p < 0.05). mortality was associated with age, sex and comorbidities (p < 0.05). Patients in the total population were less likely to present for an emergent operation in a state with a "mandate" than in a state with "no mandate", however, this was not the case in the subset analysis. this was mirrored in mortality where patients in the total population were less likely to die in a state with a "mandate" than in a state with "no mandate" (but again, not the case in the subset analysis). a multivariate analysis was associated with complications after operation for CRC in the total population in states with a "mandate" (but not the subset analysis) and there was no longer a decrease in mortality in states with a "mandate" for either the total population or the subset analysis.
CONCLUSION:
Patients in a state with a "mandate" for screening for CRC are less likely to undergo an emergent operation for CRC than patients in states with "no mandate". an emergent operation is associated with complications and mortality. a state that has implemented legislation requiring private insurance plans to provide coverage for CRC screening was more likely to improve awareness and screening for CRC and as a result CRC was detected earlier, there were better opportunities for an elective operation and thus a better outcome. PURPOSE: the management of colon trauma, diversion vs primary repair, has been studied in relation to type of injury (destructive vs nondestructive), soilage, injury severity scores (iss), and the segment of colon (right vs left) along with anastomotic technique (hand-sewn vs stapled). Despite these studies there remains a propensity among surgeons to divert left-sided colon injuries. the authors sought to assess the incidence and outcomes of colon trauma using the us national trauma Data Bank (ntDB). they hypothesized that blunt colon trauma is associated with a worse outcome than penetrating, that fecal diversion rates were higher for left-sided colon injuries and that outcomes are similar between left-and rightsided colon injuries.
METHODS: a retrospective review of the us ntDB for all patients with colon trauma reported between 2007 and 2009. Patients < 14 years of age and patients with rectal trauma were excluded along with patients that died, left ama, or were transferred to another acute care facility. the primary outcome was mortality. the secondary outcome was morbidity as well as more specific complications. outcomes were stratified according to 1) mechanism of injury (blunt vs penetrating), 2) segment of colon (right vs transverse vs descending vs sigmoid), and 3) management strategy (in-continuity vs diversion).
RESULTS: a total of 6,817 patients met inclusion criteria for the study (0.4% of patients in the ntDB). Patients with blunt trauma were older, men, had higher iss, lower GCs and worse vital signs on admission (p < 0.001). they also had a longer hospital course with more overall morbidity (22.0% vs 19.0%; p < 0.001) and more mortality (13.5% vs 10.2%; p < 0.001) with 36% of injuries nonspecified. Right colon injuries were due to blunt trauma in 67% and nonspecified in 57% (p < 0.001). Penetrating colon injuries were seen in the transverse, descending, and sigmoid colon (p < 0.001). fecal diversion was used in 9% of patients and was highest in the sigmoid (15.2%) and transverse colon (9.5%) (p < 0.001). these patients were older, men and had higher iss (p < 0.001). they also had a longer hospital course, days in the iCu, and ventilator requirements (p < 0.001). mortality rates were nearly double in patients with fecal diversion (22.2% vs 12.0%) (p < 0.001). a multivariate analysis showed age, women and iss to be independently associated with overall morbidity and age to be independently associated with overall mortality.
CONCLUSION: morbidity and mortality were higher after blunt injury to the colon, however, it is unclear whether morbidity played a role in the increased mortality. Conclusions about outcomes based on the segment of injury could not be determined as a large percentage (36%) were nonspecified. the 9% fecal diversion rate represented a decrease from historic rates, but was not independently associated with overall morbidity and mortality. fecal seleCteD aBstRaCts e396 diversion in this study was still more prevalent in distal colon injuries (eg, the sigmoid colon). PURPOSE: this study evaluated the accuracy, sensitivity, and specificity of natural language processing (nlP) analysis in research compared to current procedural terminology (CPt) coding. this is important with research on stomas from a database that currently primarily uses CPt coding. nlP analysis is a subdiscipline of computer science and linguistics that focuses on developing methods to add structure to otherwise unstructured free text. Word searches are able to identify the word "ileostomy" but not differentiate between "no ileostomy was created" vs "ileostomy was reversed", nlP analysis may be able to correct for this.
Abstractor's Comments
METHODS: all patients with stoma-related procedures at the michael e. Debakey Veterans affairs medical Center (houston, tX) between 2005 and 2010 were identified by CPt codes and confirmed by manual review. stoma-related procedures were defined as an operation that involved formation of a stoma, reversal, or revision in the small (ileostomy) or large bowel (colostomy). the reports obtained and confirmed by manual review were imported into the automated Retrieval Console (aRC). the aRC classifies these text documents (reports) using nlP pipelines to break down the reports into structured fragments of text based on parts of speech, negated terms, and a library of medical and nonmedical terms. the aRC attempts combinations of features for the specified classification problems and calculates the performance of several models. the best of these models is applied to the testing cohort and compared with a manual review. analysis is then done for the testing cohort to compare CPt coding with nlP analysis.
RESULTS: there were 31 stoma-formation CPt codes, 4 stoma-reversal codes, and 5 stoma-revision codes. there were 734 cases of which 206 (28%) were stoma-related. there was 87.4% sensitivity, 97.5% specificity, a PPV of 93.3%, a nPV of 95.2%, and an accuracy of 94.7% when analysis of CPt coding was used. a nlP analysis (using aRC) was more accurate in differentiating stoma-formation from stoma-reversal (not significant). nlP analysis was also more accurate in identifying ileostomy operations and colostomy operations than CPt coding.
CONCLUSION: this study validated the accuracy of CPt coding and demonstrated that CPt coding is adequate when identifying stoma-formation and stoma-reversal, however, CPt coding lost sensitivity when classifying the types of stomas (ileostomy vs colostomy). nlP analysis demonstrated better accuracy in classifying these stoma types.
Abstractor's Comments: Recognized limitations of this study include the use of administrative CPT coding at a single institution and relied on the accuracy of the free text being processed (which has variable quality at a teaching institution).-John A. Griffin, M.D.

Is timing to delivery of treatment a reliable measure of quality of care for patients with colorectal adenocarcinoma?
Roland Cl, schwarz Re, tong l, et al. Surgery. 2013;154:421-428. PURPOSE: this study evaluated whether the interval to treatment delivery in colorectal carcinoma (CRC) was associated with a difference in survival. it was hypothesized that any difference in the interval may be influenced by patient, physician, and health care system factors (it was also hypothesized that the most important factor impacting this interval was the health care system factor). specific aims were to 1) identify a single cohort of patients from 2 affiliated hospitals diagnosed and nonemergently treated within a single hospital system, 2) demonstrate that patients in the county and university hospital populations were similar in terms of proven outcome-related factors to analyze both populations as a single cohort, 3) identify factors associated with increased interval to treatment, and 4) identify factors associated with overall survival, and specifically to investigate the relationship between interval to treatment and survival (aim 1, 2, 3, and 4, respectively).
METHODS: a retrospective review of all patients diagnosed with CRC at the university of texas southwestern medical Center (Dallas, tX) from January 1, 2000 to october 31, 2008. Data obtained from the review included demographics (including an estimate of income), CRC treatment modality, tumor description, date of last follow-up, and status of recurrence. the interval to treatment was defined as the number of days from diagnosis to first treatment (resection, chemo ± radiotherapy).
RESULTS: aim 1: 1,181 patients were treated for CRC, 527 patients treated outside the health care system and 62 patients emergently treated were excluded, leaving 592 patients (county hospital-415 patients; university hospital-177 patients). the median follow-up was 681 days (county hospital-29 months; university hospital-36 months; not statistically significant). aim 2: Patients at the university hospital were older (significant) men (nonsignificant) vs the county hospital, 50% of patients at the county hospital were african-american (31% at the university) (significant), 40% of the patients at the county hospital were uninsured (4% at the university) (significant). aim 3: the median interval to treatment was 24 days (county hospital-29 days; university hospital-16 days; significant). Patients with carcinoma of the rectum and rectosigmoid had a prolonged time to treatment vs colon carcinoma (40 vs 20 days; significant). the location of the CRC and hospital were independent risk factors for prolonged time to treatment. aim 4: as expected, the stage of CRC at the time of presentation was associated with differences in overall survival. there was no difference based on location of the CRC and hospital. the median number of days between diagnosis and treatment was 16. the survival of patients receiving treatment < 16 days was 4.5 years vs 5.1 years for patients receiving treatment > 16 days (nonsignificant).
CONCLUSION:
When comparing patients with CRC from a county hospital vs university hospital within the same health care system (with essentially the same medical providers-making differences in practice unlikely), the location of the tumor and the treatment hospital were the only significant risk factors increasing the interval to treatment, however, these factors did not have a significant effect on overall survival. the grade and stage of the CRC had a decreased overall survival and race did not have an effect. Response of liver metastases to preoperative radiochemotherapy in patients with locally advanced rectal cancer and resectable synchronous liver metastases manceau G, Brouquet a, Bachet JB, et al. Surgery. 2013; 154:528-535 .
PURPOSE: approximately 20% of patients with rectal carcinoma have synchronous liver metastases (lm) at the time of diagnosis with no consensus on the approach to rectal carcinoma with resectable lm. french guidelines from 2006 recommend radiochemotherapy (RCt) followed by operation, however, this may delay resection of resectable lm. the aim of this study was to evaluate the response of lm to RCt in patients with rectal carcinoma and synchronous lm.
METHODS: a total of 20 patients met the 3 inclusion criteria for the study: 1) locally advanced rectal carcinoma (ut3-ut4 or n+ with a resection margin < 2 mm on mRi), 2) synchronous lm considered to be resectable, and 3) initial treatment with RCt. Resectability of the lm was defined as lm that could be totally resected or treated by radiofrequency ablation with clear margins while preserving a remnant of the liver with adequate inflow and outflow. Before 2006, both long-and short-course RCt were used. after 2006, long-course RCt was used based on french guidelines, with 3 different concurrent preoperative chemotherapy options administered in addition to radiotherapy (Rt). the Rt was directed to the rectal carcinoma. Response of lm was assessed 4-6 weeks after RCt by triple-phase helical Ct with 5mm reconstructions. Response of the rectal carcinoma was assessed 4-6 weeks after RCt by mRi and tme rectal resection performed 6-8 weeks after RCt. Combined resection of lm was done only if a minor liver resection was required. in most patients, liver resection was delayed until after a short course interval chemotherapy of 2-4 cycles. analysis was done on the data collected with the primary endpoint being the imaging response of lm to RCt.
RESULTS: imaging revealed 41 lm in the 20 patients before treatment, 10 patients had a single lm. all patients received RCt (16 received 45 Gy, 4 received 50 Gy), 1 patient did not complete Rt, 13 patients received oxaliplatin-based chemotherapy and 6 received fu-based chemotherapy. follow-up imaging of lm showed a response in 34 lm (7 lm progressed). the medium sum of reduction was 15-18.3mm after RCt, 24 of the 25 lm treated with oxaliplatin-based chemotherapy combined with Rt showed objective responses, 10 out of the 16 lm treated with fubased chemotherapy combined with Rt showed objective responses. the absence of concomitant oxaliplatin-based chemotherapy combined with Rt was the only factor predictive of lm progression. on follow-up imaging of the rectal carcinoma, a partial response was observed in 10 patients (5 lm complete responses, 4 partial, 7 stable, and 2 progression), stable disease in 8 patients (3 lm partial, 11 stable, and 5 progression), and progression in 2 patients (2 lm complete responses, and 2 stable). there was no complete response. a sphincter sparing operation was performed in 15 patients (the other 5 were aPRs). there were no deaths, but 12 complications (1 required reoperation), 4 patients underwent a simultaneous liver operation. the other 16 patients underwent a resection of the lm a median of 130 days after the rectal operation (10 patients had a major hepatectomy. 6 patients had a minor hepatectomy). there were no deaths, but 5 complications (no reoperations). overall and disease-free survivals were 89% and 56% at 1 year and 51% and 24% at 3 years, 12 patients (6 from oxaliplatin-and 6 from fu-based chemotherapy) developed a recurrence (4 lung, 4 lm, and 4 both).
CONCLUSION: this study showed that the risk for progression of lm during RCt was < 20%. the risk could be reduced another 5% by inclusion of oxaliplatin-based chemotherapy combined with Rt (better than fu-based chemotherapy). oxaliplatin-based chemotherapy combined with Rt had a rate of progression of lm of 4% (with a 100% rate of R0 resection) and an objective response of the rectal carcinoma in 60% (no complete response). PURPOSE: this study evaluated the predictive value of postoperative C-reactive protein (CRP) levels in relation to anastomotic leak (al).
METHODS: a systematic literature search using meDline, embase, and Pubmed identified studies evaluating the diagnostic accuracy of postoperative CRP for al following colorectal resection. a meta-analysis was carried out to determine the diagnostic accuracy of CRP and to attempt to determine appropriate cutoff points for CRP.
RESULTS: a total of 7 studies (2483 patients) were included with a pooled prevalence of al of 9.6%. the median day of diagnosis of al ranged from PoD #6-9. the negative predictive value (nPV) of serum CRP < 172 mg/l on PoD # 3 was 97%, however, the positive predictive value (PPV) was only 21%.
CONCLUSION: CRP provides a useful nPV for the development of al following colorectal resection and anastomosis. Intermittent treatment with mesalazine in the prevention of diverticulitis recurrence: a randomized multicentre pilot double-blind placebo-controlled study of 24-month duration Parente f, Bargiggia s, Prada a, et al. Int J Colorectal Dis. 2013; 28:1423 -1431 .
PURPOSE:
Recurrence of diverticulitis is frequent within 5 years from the uncomplicated first attack and its
